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We report a case of pseudo cyst accompanied by acute pancreatitis which was success-
fully treated by endoscopic cyst-gastrostomy. It had been enlarged recurrently after
twice simple needle aspiration under ultrasonic monitoring. Because of the infection of
the cyst, rapid and complete drainage was needed. Upper gastro-intestinal endoscopy
showed a large bulge of the stomach which was compressed by paragastric pancreatic
cyst. Endoscopic ultrasonography revealed that the cyst wall was attached hard with the
stomach and there was no vessels between them. Endoscopic fenestration of the bulge
was created using papillotome and diathermic snare. The drainage was effective and cyst
was decompressed rapidly. The fenestration was closed after the cyst was diminished.
Recently the endoscopic cyst-gastrostomy made by cutting linearly or inserting catheter
have been reported, however, these treatments sometimes resulted in infection and
relapse because of the quick closure of the fistula. When the bulge is large and endo-
scopic ultrasonogram revealed low bleeding risk, the fenestration may be advisable for
effective drainage of longer duration without infection.
Keywords." Cyst-gastrostomy, Endoscopic therapy, Pseudo cyst, Pancreatitis
INTRODUCTION
Pancreatic pseudo cysts develop in approximately
2-18% of patients with acute pancreatitis [1]. In
about 20% of cases the cyst may disappear spon-
taneously, but most cysts persist and can lead to
complications [2]. These include infection result-
ing in pancreatic abscess, rupture into retroperi-
toneal cavity or into the digestive tract, and
compression of neighboring organs.
The treatment of pancreatic cysts are mainly
surgical procedure and two non-surgical appro-
aches have been used too: percutaneous aspira-
tion or drainage under ultrasonic or computed
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tomography (CT) guided and endoscopic drai-
nage. Recently endoscopic drainage of pancreatic
cysts was increasingly reported and its result was
more successful than any other conservative ther-
apy. However the gastro-cystic fistula created by
cutting lineally has good initial drainage, it is
frequently closed rapidly and will be following
relapse of a cyst or infection. Recently we experi-
enced a case of recurrent pancreas pseudo cyst
who had been received cyst-gastrostomy four
years ago. Since the cyst had been enlarged recur-
rently after twice simple needle aspiration under
ultrasonic monitoring, we created a fenestration
as a cyst-gastrostomy to keep longer and more
complete drainage than linear cutting drainage.
CASE REPORT
A 54-year-old man was referred for evaluation of
epigastralgia and back pain. The patient was admit-
ted to our hospital in June 10, 1996. His past
medical history was significant for acute pancrea-
titis, for which he had undergone cyst gastro-
stomy four years ago. Family history were
unremarkable. Physical examination revealed a
tender mass in the left upper quadrant. Labora-
tory data were as follows: hemoglobin, 12.5 g/dl;
hematocrit, 41.1% leukocyte count, 5100/mm3;
platelet count, 8.6 x 104/mm3", total serum pro-
tein, 6.3g/dl; total serum bilirubin, 0.Smg/dl;
direct serum bilirubin, 0.5 mg/dl; serum alkaline
FIGURE ERCP at first admission disclosed a cyst communicating with pancreatic duct.ENDOSCOPIC FENESTRATION OF PSEUDO CYST 157
phosphatase, 269IU/L; aspartate aminotransfer- mach and there was no vessels between them
ase, 31IU/L; alanine aminotransferase, 12IU/L; (Fig. 5). These findings were interpreted as a
serum amylase, 99 IU/L. Ultrasonography (US) recurrent pancreatic cyst. Simple needle aspira-
showed a pancreas tail cyst. CT revealed a cyst tion under ultrasonic monitoring was performed
at the pancreas tail. Endoscopic retrograde cho- twice. Although 300 and 660ml dark-brownish
langiopancreatography (ERCP) disclosed a cyst fluid were aspirated by these treatments, the cyst
communicating with pancreatic duct (Fig. 1). was enlarged recurrently and he was febrile. The
The cyst size was decreased spontaneously and infection of the cyst was suspected.
he was discharged from the hospital without sur- Endoscopic treatment was performed at Octo-
gical treatment. Two months later, he was ber 25, 1996. Procedure was as follows. The first
admitted to our hospital again for recurrent epi- step was to coagulate the surface of the bulge by
gastralgia. US and CT revealed a large cyst with diathermy for hemostasis. Then the bulge was
thin wall at pancreas tail (Fig. 2). Angiography punctured with a needle diathermy. As soon as
showed no aneurythm of artery around cyst nor the needle reached the cyst cavity, the infected
bleeding. Barium meal showed a compression of fluid escaped into the gastric lumen (Fig. 4(b)).
stomach (Fig. 3(a)). Upper gastrointestinal endo- The next step was cyststomy. An papillotome
scopy and endoscopic ultrasonography (EUS) was inserted through the fistula into the cyst cav-
revealed gastritis and a bulge of stomach which ity and an opening was made like tear shape.
was compressed by paragastric cyst (Fig. 4(a)). Then the fenestration was made by cutting the tear
The cyst wall was attached hard with the sto- shape flap with a diathemic snare and grasping
FIGURE 2 CT at second admission revealed a large cyst with thin wall at the pancreas tail.158 F. YAMAGISHI et al.
FIGURE 3 (a) Contrast radiograph showed a compression of the stomach before the cyst gastrostomy. (b) A decreased cyst
cavity and no leakage of contrast medium right after the cyst gastrostomy. (c) A fistula and following small cavity two weeks
after the treatment.
FIGURE 4 (a) Upper gastro-intestinal endoscopy revealed gastritis and a bulge of stomach which was compressed by para-
gastric cyst. (b) After the needle reached the cyst cavity, the infected fluid escaped into the gastric lumen. (c) The fenestration
which was made at the top of the bulge. (d) Endoscopic feature of cyst gastrostomy 7 days after treatment.ENDOSCOPIC FENESTRATION OF PSEUDO CYST 159
FIGURE 5 EUS showed the cyst wall and stomach which was attached hard, and there was no vessels between them.
forceps. The size of the opening was 20mm
20ram (Fig. 4(c)). Fluoroscopy showed a de-
creased cyst cavity and no leakage of contrast
medium (Fig. 3(b)). There was no complication
like bleeding or peritonitis. Gastrointestinal endo-
scopy was performed one and two weeks after
repeatedly. The fenestration was not closed yet
and the gastritis was cured (Fig. 4(d)). Fluoro-
scopy showed the fistula and following small cystic
lumen (Fig. 3(c)). CT showed diminished cyst.
There was no remarkable complications like
abdominal pain, fever, infection or massive bleed-
ing. The patient started eating from 5 POD.
DISCUSSION
There are several ways to treat pancreatic pseudo
cysts. As for surgical treatment, cyst-gastro-
stomy, cyst-duodenostomy and cyst-jejunostomy
are performed for mature cyst which have a thick
wall [3]. Although these surgical treatments have
been reported good results, immature cyst found
in acute phase of pancreatitis is not an indication
of cyst-enterostomy because of the relapse of cyst
or anastomotic break-down. On the other hand,
percutaneous aspiration or drainage under ultra-
sonic or CT guided and endoscopic drainage
have been increasingly performed as conservative
therapy. Simple fine needle percutaneous aspira-
tion is initially effective but Grosso et al. [4]
reported highly recurrence rate (71%). Prolonged
extragastric or transgastric external drainage with
indwelling catheters is more successful, with 20-
25% recurrence rate [1,5-7]. However that pro-
cedure may lead to pancreatico-cutaneous fistula
or bacterial infection, and problems such as poor
quality of life, long hospital stay, delay in rehabi-
litation, and a risk of accidental catheter pullout.
Endoscopic drainage of pancreatic cysts was re-
ported by Rogers et al. [8] at first. Then Cremer
[9] and Sahel [10] reported endoscopic cyst-
duodenostomy and cyst-gastrostomy. They cut
the bulging cyst 5-15ram long linearly with a160 F. YAMAGISHI et al.
diathermic papillotome and inserted a drainage
catheter in some cases. This endoscopic cyst-
enterostomy was technically successful in 90%
cases. A reduction of the cyst and pain relief rate
were more than 80%. The total relapse rate of
cyst-duodenostomy and cyst-gastrostomy was
9-19%. The fistulas of cyst-gastrostomy closed
more rapidly than that of the cyst-duodenost-
omy, the relapse rate of cyst-gastrostomy was
higher than that of the latter. To avoid the
relapse, the nasogastrocystic catheter were left in
place for long time, but it often results in a higher
risk of infection.
We made a fenestration at the top of the bul-
ging to keep a long term opening of the drainage
without catheter. The drainage was effective and
cyst was decompressed rapidly. The fenestration
was kept opening after cyst was diminished.
Although there was no remarkable complica-
tion in this case, the main risk of this treatment
seems to be uncontrolled bleeding. Therefore,
EUS, magnetic resonance imaging and angiogra-
phy to check for potential bleeding from adjacent
vessels before this procedure is advisable. EUS
was particularly useful for detecting small vessels
between stomach and cyst. Additionally we set
several facilities to control the bleeding; hemo-
clip, microwave coagulator. Using these facilities,
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